two patients had 1 positive marker, 36 had 2, and 44 had 3. A total of 176 patients were immediately transported to hospital (4 refused). Of these, 90 (51%) were discharged with the hospital record-determined diagnosis of acute myocardial infarction (AMI). One-fifth of the remaining 641 patients (126 of 641) were reexamined within the 3-day follow-up because of continuing complaints, and another 15 AMIs were diagnosed. The sensitivity, specificity, and positive and negative predictive values were 86.6%, 83.3%, 53.8%, and 97.6%, respectively.
1,2 Outpatient PCSs can provide improved continuity of care, reduce unnecessary rehospitalizations, and address the needs of patients and caregivers. 3 While the potential benefits of outpatient PCSs are increasingly recognized, there is a paucity of information regarding the structure of outpatient PCSs, 4 and, to our knowledge, there are no studies reporting the prevalence and characteristics of existing services. Therefore, the aim of this research is to describe the prevalence and characteristics of outpatient PCSs associated with California hospitals to enhance our understanding of how outpatient PCSs are delivered and inform their growth and development.
Methods. Descriptions of the study methods have been previously reported. 5 We surveyed the leaders of palliative care (PC) programs in all 351 acute care hospitals in California regarding the presence and characteristics of PCSs. The National Health Foundation (NHF) administered the survey. We asked about hospital characteristics including bed size, system affiliation, ownership, and whether it serves as a teaching site. We assessed presence of an outpatient PCS, defined as an outpatient service focused on addressing physical, intellectual, emotional, social, and spiritual needs of patients and family. We also asked when the outpatient PCS was founded, how many patients were seen in the previous year, and their diagnoses. We calculated staffing levels for outpatient PCSs by summing the fulltime equivalent (FTE) reported for advanced practice nurse, registered nurse, physician, social worker, and chaplain. We examined the association between hospital characteristics and the presence of outpatient PCS using 2 or analysis of variance as appropriate.
Results. Of 351 acute care hospitals in California, 324 responded (92%) and 27 (8%) reported having outpatient PCSs. Hospitals with an outpatient PCS were larger and more likely to have an inpatient PCS, be owned by a nonprofit organization, be a teaching site, and have a system affiliation compared with hospitals without an outpatient PCS (Table) .
The mean (SD) outpatient PCS program age was 3 (2.5) years (range,1-9 years), with half (46%) being established in the previous 12 months. Of hospitals that reported program age, 50% (n=12) of outpatient PCSs were established in the same year as the hospital's inpatient service and only 13% (n = 3) pre-dated their inpatient counterpart. The mean (SD) number of new patients seen by outpatient PCSs in 2007 was 197 (190) (range, 5-670), half the number seen by the corresponding inpatient PCS (n=347).
More than half of patients seen by outpatient PCSs had a primary diagnosis of cancer (55%), with 3 services seeing only patients with cancer. Other common patient diagnoses included cardiac conditions (22%), dementia (14%), pulmonary conditions (10%), and neurological conditions (7%).
Staffing at the 20 sites that reported data reveals that the mean (SD) FTE of all disciplines devoted to outpatient PCSs was 1.4 (1.2) (range, 0.4-4.6) compared with 2.0 (1.2) (range, 0.3-4.7) for inpatient PCSs. The largest proportion of outpatient FTE is devoted to registered nurses (0.9) and advance practice nurses (0.7). The physician FTE for outpatient PCSs was 0.3, half of that for inpatient PCSs (0.7); however, inpatient services see almost twice as many patients. Outpatient PCSs have a similar social work component (0.8) to inpatient programs (0.7).
Comment. Outpatient PCS are rare compared with inpatient services and most are new. Most outpatient PCSs in California have been established within the last 4 years and half within the previous year, which may indicate a commitment to growth in this area consistent with recent evidence that demonstrates that outpatient PCSs improve patient outcomes.
Consistent with national guidelines, 6 outpatient PCSs are typically interdisciplinary, with nurses acting as core care providers. Interestingly, outpatient PCSs are proportionally better staffed than their inpatient counterparts (70% as much staffing for 50% as many patients). Providing long-term follow-up in the clinic setting may account for this difference, though our data do not provide a definite explanation.
Compared with 11 leading outpatient PCSs surveyed in a prior study, 4 those in our sample see fewer than half as many patients per year (197 vs 501), see a wider range of diagnoses (55% vs 80% cancer), and have fewer FTEs (0.7 vs 0.9 for advance practice nurses; 0.9 vs 1.6 for registered nurses; and 0.3 vs 0.6 for physicians), demonstrating the need to benchmark to similar services.
Demonstrated improvements in care will likely drive demand for outpatient PCSs. The presence of an existing inpatient PCS may help launch an outpatient PCS and the large number of existing inpatient PCSs may serve as a platform for building more palliative care services in the outpatient setting. Our study represents the largest population-based survey of outpatient PCSs to date, yet as more outpatient PCSs are established, research will be needed to understand the quality of care being delivered, the results achieved, the prevalence of outpatient PCSs not associated with hospitals, and the structures and processes of care that provide the best outcomes. .04
